He describes Lagos as a flat, swampy, stinking, fever-breeding place, with no safer water-supply than the rain collected from the roofs of the houses. A month after reaching the colony he was seized with fever of a malarial type; the febrile attacks recurred at longer or shorter intervals, and usually lasted for two or three days at a time.
In April of the following year (1895) The evening temperature during the previous week had risen to between 103? and 104?, and on one occasion reached 104o-6; there had been no distinct rigors, but the night sweats were more profuse. As the temperature had gradually been getting higher and the patient slowly but surely losing ground, it was decided to explore the liver for pus, notwithstanding the absence of any enlargement.
A medium-sized trocar and canula belonging to the ordinary Potain's aspirator was pushed into the liver in the mid-axillary line through the seventh intercostal space; this situation was selected, firstly, because from it the upper and back part of the right lobe could be most readily reached, and, secondly, because it was the seat of the sharp localised pain of which the patient complained. Pus was reached after the trocar had penetrated for a distance of about 2J inches from the surface, a slight resistance being encountered as the wall of the abscess was pierced. About a tablespoonful of brick-red pus, strongly suggestive of anchovy sauce, was removed, and received into a sterilised bottle. It was found that the canula could be pushed up to the hilt without meeting with any resistance, thus proving that the abscess was of considerable size.
The pus, which was without odour, was carefully examined microscopically for organisms, but none could be discovered. Gelatine and agar-agar tubes were inoculated, and remained sterile. stuffed with iodoform worsted.
The further progress need not be detailed; suffice it to say that the patient rapidly gained in weight and strength, so that by the end of the fourth week he was able to be out of bed, and three weeks later he was going about out of doors with the wound completely healed.
On January 2, 1896, physical examination showed that the liver was very considerably diminished in volume ; the relative dulness in the mammary line commenced at the upper border of the fifth rib and became absolute at the sixth interspace; the lower edge did not quite reach the costal margin, and light percussion gave a stomach note over the entire costal angle right up to the sternum. On the right side, below the angle of the scapula, and in the lower axilla, the lung note was somewhat impaired, and ceased altogether two finger's breadth above that on the left side. The breath sounds over this area were feeble, otherwise normal. There was no friction. There was some falling-in of the chest wall on the right side opposite the seventh, eighth, and ninth ribs, but the expansion of the chest was equally good on the two sides.
The patient was seen again a few weeks ago, and appeared to be in perfect health ; he has gained two stones in weight since the operation, and is in the habit of taking a great deal of exercise; his digestion leaves nothing to be complained of. The cicatrix is somewhat depressed, and becomes drawn in during inspiration. The physical signs are much the same as they were five months ago. The whole of the costal angle is still free from liver dulness, but the breath sounds at the base of the right lung are more distinct, and can be heard almost down to the same level as on the left side.
Remarks.?In reviewing this case from the surgical aspect, there are one or two points to which further allusion may be made.
Although the history, the discomfort in the hepatic region, the constitutional symptoms, and the healthy condition of the other organs, all pointed to suppurative hepatitis, it nevertheless remained for the aspirator to establish the diagnosis, to determine the situation and size of the abscess, and to decide as to the nature of the operation which would require to be performed.
If pus be present in the liver without giving rise to any external manifestations, then we must conclude that we have to deal either with small multiple abscesses or with a single abscess, which, if of considerable size, will in all probability be situated either in the upper or upper and back part of the right lobe. The question therefore arises as to the best site from which to make an exploratory puncture in order to reach the pus by the safest and most direct route. As the result of investigations in the post-mortem room, I came to the conclusion that the seventh intercostal space in the mid or anterior axillary line should be the point first chosen, and the trocar passed either vertically to the surface, or with more or less inclination upwards and backwards. The lower part of the pleural cavity, if not obliterated by adhesions, will of course be traversed, but the lower edge of the lung will be above the puncture. Should this fail to strike the pus, further exploration should be made through the seventh space in the scapular line, and, if necessary, from the sixth and eighth spaces. If there be no downward enlargement of the liver, the ninth space would be too low, and there would be considerable danger of the trocar entering the colon, the gall-bladder, or even the duodenum.
The next question to consider is, Having struck the pus, should the operation be at once proceeded with ? I think not. A small quantity of pus should be withdrawn into a sterilised bottle and subjected to careful microscopic examination, and culture tubes should be inoculated. By this means, the surgeon, within fortyeight hours, will gain information as to whether the abscess be sterile, or whether organisms be present, and if so, their nature. In a large proportion of cases, the pus in tropical abscesses of the liver has been found to be sterile. In other cases it has contained the amoeba coli, either alone or in conjunction with the ordinary pus-forming organisms, or the latter only have been found. Should pyogenic organisms be discovered, then the subsequent operation must be performed in such a way as to prevent infection of the pleural and peritoneal cavities. This, of course, is best done by operating in two stages. The first operation consists in the exposure of the liver, the shutting off of the serous cavities by sutures, and the plugging of the wound to bring about adhesions; at the second, a few days later, the abscess is opened. If, however, the pus be sterile, as it very frequently is, then I see no reason why the abscess should not be opened at once, and the patient thereby relieved from the anxiety and shock of a second operation.
Even although the pus be sterile, that should not prevent the operator from shutting off the pleural and peritoneal cavities as far as possible. To do this, portions of two ribs should be excised, and a good large area of costal pleura exposed. Having excised the ribs, the soft parts (periosteum, intercostal muscles, and a digitation of the serratus magnus) should be dissected off the costal pleura, if possible, without wounding it, a step which will require considerable care when dealing with thin healthy pleura. From the reports of cases to which I have had access I find that the costal pleura has been incised before stitching it to the diaphragm. It appears to me that it is a much better plan to pass the sutures before incising the pleura; with the costal pleura freely exposed, and stretched across the floor of the wound, the suturing of its circumference to the diaphragm and liver is rendered simpler and more satisfactory than would be the case if the pleural cavity were first opened into. When the right lobe of the liver is the seat of an abscess, the diaphragm is pushed up into close contact with the costal pleura, so that with a fully curved needle (a Hagedorn's and holder) a circle of interrupted and overlapping sutures n:ay readily be introduced. Most surgeons, I observe, have introduced them merely into the diaphragm ; but seeing that we can never be certain whether the liver has become adherent to the diaphragm, it is better to carry the sutures through the diaphragm into the capsule of the liver, and in this way to shut off the pleural and peritoneal cavities at one and the same time. Another advantage of not incising the pleura until after the sutures have been introduced, is that very little air enters the chest, and complete and sudden collapse of the lung is thus prevented?a matter of some importance with the patient under the influence of an anaesthetic. In our own case, air was sucked into the chest through a small accidental opening into the pleura as well as each time the pleura was punctured in the act of introducing the sutures. Dr Whyte, who administered the anaesthetic, was unable to observe that this produced any effect upon the respiration. The same observation has been made when the pleura has been wounded in the act of removing^, cervical rib.
The inner continuous circular suture may, perhaps, not have been necessary ; as, however, the adhesions between the diaphragm and liver were of recent origin, it was thought safer to employ it; in the absence of such adhesions it should certainly be used.
Special precautions have been taken in order to diminish the amount of haemorrhage resulting from the necessary incision into the liver to reach the abscess. Zancarol,1 who has probably had the largest experience in the treatment of hepatic abscess, recommends that the cautery be used for this purpose. Edmunds,2 having introduced a special trocar and canula into the abscess, withdraws the former, and substitutes for it a narrow grooved director; the canula is then withdrawn, and a long wedge-shaped knife passed along the director into the abscess.
Except in abscesses which are unusually deep-seated, the simple method of pushing the knife into it alongside an ordinary canula left in position to act as guide, and following up this with dressing 2 i forceps to dilate the opening sufficiently to introduce the finger, appears to be a perfectly safe procedure.
As regards the treatment of the abscess cavity, Fontan1 recommends that its wall be scraped, and claims that by this means the healing process is hastened. In a large abscess of the liver such as has been described, thorough douching, followed by free drainage, is simpler, and gives perfectly satisfactory results, and, moreover, is free from the risk of haemorrhage or of opening into the biliary passages.
The last point to which it is necessary to refer is one which has already been mentioned,?namely, that cicatrization of the abscess takes place chiefly from below. This is a point which should be borne in mind in considering the level at which the abscess should be opened, as it is evident that drainage will be better maintained if the abscess be opened at its upper rather than at its lower part.
Surgeon-Major Black said that some time ago he met with a case of an invalid soldier very similar. It was in the days before antiseptics and drainage-tubes were in use. It was a large abscess, very chronic, diagnosed beforehand in consultation. There was protrusion of right hypochondrium and between the ribs as well, the liver coming below the cartilaginous border. There was scarcely any doubt about the nature of the disease, and, after due consultation, operation for evacuation was decided upon, and he introduced a canula below the border of the cartilages into the cavity in the liver, and in due course followed a flow of pus through the canula. This part of it was altogether very successful, and everything went right for a few days. The Surg eon-Captain White said that for diagnostic purposes puncture had been done on a certain day, and operation, at most, twenty-four
